The protocol for data collection included measurement of logMAR monocular distance, best-corrected visual acuity, and cycloplegic autorefraction (1% cyclopentolate hydrochloride) using cycloplegic autorefraction (autorefractor model AR-8900; Topcon Corporation, Tokyo, Japan). The measurements were obtained after adding 1 drop of a topical anesthetic eye drop (proxymetacaine hydrochloride) in both eyes and waiting 2 minutes to achieve ocular surface anes thesia followed by addition of 2 drops of 1% cyclopentolate hydrochloride 10 minutes apart in each eye. Cycloplegic dilation was performed by an ophthalmic technologist. Five readings were recorded and the representative value, determined by the instrument, was used for further analysis. The representative value from the autorefractor was used to calculate spherical equivalent refraction (SER=sphere + cylinder/2). Myopia was defined as SER ≤ -0.50 D, hyperopia as SER ≥ +2.00 D, refractive astigmatism as cylinder ≥ 1.00 D if -0.50 > SER < +2.00, and emetropia as -0.50 > SER < +2.00 with cylinder < 1.00 D (3) . All statistical analyses were carried out using PSPP software.
Among the 1,100 students invited to participate in the study, pa rental consent was obtained from 778 (70.7%). 440 (56.5%) were female. Table 1 describes the age and visual acuity of the par ticipants. Table 2 describes the distribution according to the refrac tive errors.
The current paper presents a population-based data describing the prevalence of cycloplegic measures of refractive errors of students in Campinas, Brazil. There was a preponderance of emmetropes (75.1%), and the prevalence of myopia was only 2.8% among the children of age group 5-7 years. Among the 16-18 years old age group, the prevalence of myopia increased sevenfold (19.3%). Similar findings in young children have been reported by other studies (3) . By contrast, the prevalence of myopia in 7-years-old children in Singapore is 28% (4) . One Brazilian study presented different results, but it was not possible to compare, as the protocols in our study are different from their study (5) . One limitation of this study was the use of SER to classify myopia, which can result in over-estimation of prevalence in populations with significant levels of astigmatism. Despite this aspect, SER has been used to facilitate comparisons with other epidemiological studies of refractive error. Another limitation is that due to the limited data available for Brazil (a large and multi-ethnic country), it is unclear whether the prevalence of refractive errors in Campinas is representative of the Brazilian population as a whole. 
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